We must not be unduly pessimistic about the progress of children in poor countries. Over the past generation, in developing countries as a whole, life expectancy has increased from 40 to 63 years, infant mortality has been halved and incomes per person have doubledl. At the same time, in 1996 we are faced with enormous problems. A billion people live in dire poverty. There is growing inequality both between and within developed and developing countries, and many observers believe that economic structural adjustment programmes recommended by our international financial institutions have contributed to these evils", In the South, at least 800 million people are deprived of any health care whatsoever 3 , and in the industrialized world we live, to use J K Galbraith's phrase, in 'a culture of contentment'
where the haves show less concern about the have-nots, reflected in declining aid to the poorest countries. Even in the UK, the Child Poverty Action Group believe that as many as one in three children now live in poverty". The rate of growth of poverty in the UK is greater than in most other European countries and poverty is now hitting middle-income professional households.
Attempts to define poverty have spawned an economic industry. Robert Chambers has constructed a sensible hierarchy based on the priorities of poor people thcmselves-. The poorest families, those in absolute poverty, are concerned simply with survival on the barest incomes and consumption levels. At the next level of the hierarchy, households are in a state of vulnerability due to fluctuating assets and food security-the majority in most developing countries. At the highest level of relative poverty, common in the developed world, we are dealing with levels of selfrespect relating to independence and self-esteem.
Whichever poverty level or cut-off we choose, we know that children are more likely to be poor than adults. In poor households in developing countries, child to adult ratios are much higher. This reflects high levels of mortality and fertility, both of which are interlinked. Knowing that your child may die increases your desired family size and the risk of over-replacement. This is important. Many people believe that saving children leads to over-population. The truth is that failing to save children's lives is a cause of overpopulation: a necessary pre-condition to reduce fertility is to reduce child mortality.
So what are the problems facing children? Children are a heterogeneous group: the troubles of the newborn are different from those of the weanling and the toddler, which in turn differ from those of the school-age child and the adolescent. Each group gives different expression to the insults of infectious disease, malnutrition and accidents. These are the most prevalent burdens in developing countries although non-infectious paediatric conditions such as congenital disease, cardiac disorders and cancer are not to be forgotten. Beyond the rather narrow medical perspective, there are growing numbers of children in difficult circumstances-street children, AIDS orphans, and refugees from war and natural disasters.
At a one-day meeting held at the Royal Society of Medicine in May a group of health and development professionals gathered to discuss the prospects for the world's poor children. The politics and economics of health sector reform were recurrent themes. Dr Catriona Waddington, a health economist at the Institute for Health Sector Development, emphasized the reality of health expenditure levels in many developing countries, far below the minimum level of 12 dollars per head suggested by the World Bank" as sufficient to finance a basic health service. The drawbacks and potential benefits of user fees, insurance schemes and efforts to improve the efficiency of civil services were discussed. Clearly user fees can have a negative impact on service utilization, especially by the poor, but there are many examples of successful community financing schemes characterized by tight administration and close community participation. In the poorest countries the difficulties of community financing and health sector reform simply must not be ignored.
Probably the most important and successful health technology of this century has been immunization. Peter Ndumbe from Cameroon described the dramatic increase in immunization coverage in the African subcontinent up to 1990 followed by a progressive decline in many countries thereafter. Why do vaccines not reach people? Weak management, reduced financial, technical and logistic support, and insufficient mobilization of people and politicians are key factors. Making services user-friendly can be achieved at very low cost: 'It is nice to be important but more important to be nice' is a punchy aphorism taken from a Cameroonian health post. Failure of programmes leads to blame which gets us into a vicious cycle: communities blame doctors, who blame politicians, who in turn point the finger at international institutions, who put the onus back on to local communities. Peter Poore, senior medical advisor of the Save the Children Fund, raised the issue of the crucial need for investment in the health sector of the poorest countries. ' We are in a crisis!' he declared. Roy Meadow, the chairman, soberly pointed out that UK immunization coverage improved most sharply when general practitioners were offered bribes.
'Doctors need to be more political' said one discussant, although Professor Ndumbe reminded him that this may be a dangerous game. Emma Curtis reviewed the impact of political and economic structural adjustment programmes in Nicaragua. The health achievements of the 1980s, based on prevention, health education and accessible basic health services, had been reversed in the 1990s with stringent cutbacks in health investment through economic stabilization measures. The infant mortality rate, 62 per thousand in 1989, had risen to 93 per thousand in 1993 and health service utilization has fallen sharply. R K Anand, from Bombay, highlighted the commercial and legal battles to promote breastfeeding in India. There have been dramatic falls in breastfeeding rates, especially in urban areas, but legislation to reduce the inappropriate promotion of feeding bottles or breast milk substitutes, the development of lactation management training schemes for hospital workers and mothers, and the monitoring efforts of the National Council for Protection of Child Consumers have all helped to defend infants against 'commerciogenic malnutrition'.
Finally, an important theme in discussion was whether emergency relief for children does more harm than good. The last two decades have seen the development of a 'relief industry'. Too often there is inappropriate competition between relief 'agencies, and press coverage tends to highlight international efforts rather than the local initiatives which often provide 90% or more of the relief. Participants agreed that local people and resources should be used whenever possible in relief assessment and implementation. Targets should be clear and achievable. Coordination of relief agency activities is essential but it is not yet dear how the relief industry can best be regulated. Some participants spoke passionately for the role of the United Nations, but others were sceptical about 'the fat cats in white vehicles', far removed from the realities of the poor and disadvantaged. One thing is dear: if we are to advocate on behalf of the poorest, international cooperation within medicine must be strengthened.
